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ERATIONS. 
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In cataract operations the orbicu-
laris palpebrarum has always to be 
reckoned with. The patient who can
not, or will not, control this muscle is 
always a source of anxiety to the eye 
surgeon. In the Clinic of the Govern
ment Ophthalmic Hospital, at Madras, 
the term "squeezer" is used to indi
cate a patient who continuously or in
termittently and without warning, 
"screws up" the eyes with force. Such 
patients usually give other evidences 
of trouble to come. 

It is almost unnecessary to inquire 
of one's assistants if the subject is a 
"squeezer," for on approaching the op
erating table the surgeon may deduce 
from signs visual and auditory that the 
patient is likely to give trouble. Al
most invariably a "squeezer" either 
mutters prayers under the breath, 
grinds the teeth, or keeps the great 
toes crossed. Such is the state of ap
prehension in some such cases that on 
the slightest touch the eye closes up 
like an oyster. These "prayer mut-
terers," "tooth-grinders" and "toe-
crossers," are probably common to all 
Ophthalmic Clinics in India, and con
stitute a source of annoyance as well 
as anxious care to operator and as
sistant unless a general anesthetic be 
administered. The latter practice has 
never been adopted in Madras chiefly 
because of the amount of time which 
it takes up. As it was felt that the 
"squeezer" got more than his share 
of valuable time, even without a gen
eral anesthetic. 

It was decided in the month of June, 
1920, to try the effect of partially 
blocking the facial nerve before such 
patients were brought into the theatre, 
thereby putting the orbicularis tem
porarily out of action. It was deter
mined to do this with the local anes
thetic in ordinary use, namely 2% 
novocain. The injection was given five 
minutes before the patient came on the 

table. The needle was entered over 
the center of the zygoma and follow
ing the line of the latter was pushed to 
the pinna. As it was withdrawn the 
infiltration was effected. The needle 
was then turned and pushed in the op
posite direction but in the same line, to 
a point approximately below the cen
ter of the eye. The injection was given 
on withdrawal as before. 

This gave an absolutely flaccid cir-
cumorbital musculature in the trial 
cases, and so this method was followed 
thruout. Up to date one hundred 
"squeezers" have been dealt with in 
this way. In one case flaccidity was 
not obtained, and the patient was able 
to excercise considerable pressure, it 
is difficult to understand why. In sev
eral cases muscular action was appa
rently exercised by the nasal muscles 
and the corrugator on the side of the 
injection in association with contrac
tion of the orbicularis of the opposite 
side. There is no reason why a more 
complete paralysis should not be ob
tained in such cases by extending the 
anterior injection to the side of the 
nose and giving another over the 
glabella. 

The actual position of the infiltra
tion described above was adopted be
fore looking up the literature on this 
subject. Subsequently the method of 
Van Lint as described in the Ophthal
moscope for 1914 was noted. The lat
ter seemed practically the same as the 
procedure which we had adopted, and 
did not appear to have any special ad
vantages over it, so no change was 
made in technic. Recently Villard has 
described a method of obtaining tem
porary paralysis of the lids, and ab
stracts of his article have appeared in 
Ophthalmic Literature for June, 1920, 
and British Journal of Ophthalmology 
for November, 1920. Here also the 
idea is the same, but the detail slightly 
different. 

The actual method does not appear 
to matter very much, provided that 
one keeps the infiltration away from 
the lids. Novocain would appear to be 
preferable to cocain. I do not wish to 
draw attention to a difference in meth-
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od to those advocated by the above 
authors, but rather to support their 
principle. 

The following conclusions have been 
arrived at : The method saves time, 
puts the operator and his assistants 
more at ease and facilitates the opera
tion. It does not complicate the after 
treatment in any way as the lids are 
not interfered with. It does not ap
pear to affect the patient adversely. 
After a fair trial the procedure has 
been adopted as a routine. Dr. K. 
Koman Nayar, who assisted at all the 
operations, is satisfied that the method 
is of value. I have to thank Mr. K. 
Pillay for carrying out the injections 
and collecting the cases. 

THE RELEASE OF IRITIC ADHE
SIONS TO THE ANTERIOR CAP

SULE OF THE LENS BY SUC
TION PUMP MASSAGE. 

HARRY VANDERBILT WURDEMANN, 

SEATTLE, WN. 

Read before the Puget Sound Academy of 
Ophthalmology and Oto-Laryngology, Seattle, 
Wash., February 28, 1921. 

For possibly two decades I have oc
casionally resorted to a procedure for 
the relief of posterior synechiae, which 
has not, to my knowledge, as yet been 
recorded, tho its rationale must be evi
dent to the thinking practitioner of 
ophthalmology. 

Owing to the better education of the 
general practitioner in diagnosis, as 
well as the discriminating discernment 
of the public in applying earlier to the 
specialist, direct, for the treatment of 
eye affections, fewer cases, in propor
tion to those of previous decades are 

Fig. 1.—Effect of suction on anterior segment of 
eyeball shown in broken lines. Solid tines indicate 
normal position of part. Arrows show direction 
of force tending to burst adhesion. 

found. Of improperly treated iritis, in 
recent years, in comparatively few well 
treated cases do adhesions of the iris 
result, for the rule of keeping the pu
pil open first, last and all the time 
during the course of this disease, or 
rather syndrome of disease, is well 
known and atropinization is rigidly fol
lowed out; whereupon the patient re
covers with a full functioning iris and 
a pupil freely responsive to light and 
accommodation. 

But we all see cases where applica
tion for treatment has not been soon 
enough, where atropin has not been 
used sufficiently and where adhesions 
have occurred which do not break 
way to intensive cycloplegia. In these 
it is well to endeavor to secure a round 
pupil, if only as an evidence of thoro 
and proper treatment. It is well known 
that eyes with a few iritic adhesions 
may not ever have another inflamma
tory attack, and that these synechiae 
do not particularly predispose to a re
currence or to secondary glaucoma, 
providing that there be sufficient 
drainage from the posterior to the 
anterior chambers. Therefore, opera
tions for the relief of such adhesions, 
as were sometimes practiced in the 
past, are not alone unnecessary, but it 
was found that patients were subjected 
to a great risk of producing secondary 
cataract, and even when successful 
they accomplished no appreciable 
good. 

I have found, in many cases—the 
number of which is immaterial and the 

Fig. 2.—Diagram of iris and pupil bound down by 
posterior synechiae. Arrows indicate directions of 
torce tending to set loose the adhesions. 


